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Surgical extraction of bezoars is a procedure infrequently encountered. We report the case of a 12-year
old girl with a gastric trichobezoar of 0.7 L. The diagnosis was made with a contrast enhanced CT scan.
Surgery consisted of a small laparotomy, insertion of an Alexis retractor, and subsequent piecemeal
evacuation through a small gastrotomy. The operating time was less than 1 h. We believe this approach is
highly feasible in the treatment of gastric trichobezoars.
 2014 The Authors. Published by Elsevier Inc. All rights reserved.Bezoars are collections of indigestible material usually located in
the stomach. A trichobezoar, commonly a “hair ball,” is usually the
result of compulsory pulling out (trichotillomania) and eating one’s
own hair (trichophagia). The disorder is predominantly observed in
adolescents, more frequently in girls than boys [1]. We herein
report a case of a large gastric trichobezoar, and shortly discuss the
surgical options.
1. Case report
A 12-year old girl was referred to our department in March 2014
due to a palpable upper-abdominal mass. The tumor was noted by
the patient during handball practice 2-weeks prior. A one-year his-
tory of heartburn and progressive abdominal discomfort during ex-
ercise was reported. However, she had no pain, nausea or vomiting
and her bowel movements were regular. Her parents commented
that since preschool she had preferred small, but frequentmeals. The
past medical history included a treatment required allergic rhinitis.
There were no records of psychiatric disease. On physical examina-
tion a movable, non-tender mass was palpated in the epigastrium.
Bowel sounds were normal and she had no signs of peritonitis. Her
clinical biochemistry was within normal range. Her bodymass index
was 18. An abdominal contrast enhanced computer tomographyBY-NC-SA license (http://
st, Department of Surgery,
nd@hotmail.com (T. Lund).
Published by Elsevier Inc. All righ(CECT) scan revealed a 700 ml heterogen and nonenhancing intra-
luminal gastric mass suggestive of a trichobezoar (Fig. 1). Treatment
strategies (conservative management, endoscopic removal or sur-
gery) were discussed. Since trichobezoars are resistant to enzymatic
dissolution [2], a surgical approach was chosen. Both the patient and
her parents gave informed consent.
A 4 cm upper midline-laparotomy centered over the palpable
bezoar was performed with immediate access to the stomach. An
Alexis wound retractor was inserted for additional exposure. The
large size of the bezoar resulted in a ﬁxed location of the stomach
directly in the operating ﬁeld; stay sutures were not used. Parallel
with the greater curvature, the anterior wall of the stomach was
incised. Standard surgical instruments were then employed to
break up and remove the trichobezoar (Fig. 2). Midway through the
procedure the gastrotomy was extended, to a total length of
approximately 4 cm, allowing faster evacuation. After digital veri-
ﬁcation that the trichobezoar was completely removed, the gas-
trotomy was closed in one layer with continuous 4e0 absorbable
suture. The abdomen was irrigated with 1 L of tempered saline
(0.9% NaCl), during which minimal contamination was observed,
followed by closure of the fascia with a non-absorbable 2e0
continuous suture. An intradermal running 4e0 absorbable suture
was used to close the skin. Total weigh of the bezoar was 680 g
(Fig. 3) and total operating time was 50 min. The postoperative
course was uncomplicated and she spent two nights as an out-
patient before ﬁnal discharge on postoperative day 6. A 6 week
follow-up showed sufﬁcient scar healing (Fig. 4). An ultrasound
examination at 12 months is scheduled and psychiatric follow-up
has been initiated.ts reserved.
Fig. 1. Preoperative contrast enhanced CT scan. From left to right a transverse, coronal and sagittal image of the trichobezoar.
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Gastric trichobezoars may be subtle in clinical appearance,
usually affect young individuals, and are associated with morbidity
and possibly even mortality [3]. In a recent analysis, few compli-
cations following surgery were reported [4]. Recurrence of the
condition is rare [5]. The ﬁrst successful surgical case was reported
in the 19th century [6], and laparotomy appears to be the most
widely used technique, even today [5]. We opted for a small skin
incision supplied with an Alexis wound retractor as previously
described [7]. We furthermore chose a relatively small gastrotomy
that precluded en bloc evacuation of the bezoar. The piecemeal
evacuation technique is, as noted by others [8], tedious and theFig. 2. Intraoperative image. Aided by an Alexis wound retractor, standard surgical
instruments were employed to break up and remove the trichobezoar.smell is peculiar. Our skin-to-skin operating time was 50 min, but
considerably shorter operating times have been reported [9]. The
effectiveness of laparoscopy in combination with a small lapar-
atomy has been reported [7], and could have abolished the need for
a pre-operative CECT scan. Post hoc, we note that laparoscopy
through the Alexis retractor is an option.Fig. 3. The trichobezoar was collected on a 45  35 cm gauze. The weight was 680 g.
Fig. 4. 6 week postoperative visit.
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Diagnosis of the trichobezoar was established with a CECT scan.
It was successfully removed through a small laparotomy and gas-
trotomy. In our case, the small gastrotomy precluded en bloc
evacuation, and surgeons should, with this approach, be aware of
the tedious effort involved in piecemeal evacuation of trichobe-
zoars. For the patient, psychiatric follow-up was initiated and we
believe this is mandatory.
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